[bookmark: _GoBack]GREEN VALLEY OB/GYN
MEDICAL RECORDS RELEASE FORM

PATIENT INFORMATION:

PRINTED NAME: _________________________________________________ DOB: ______/_______/___________

SOCIAL SECURITY #: ____________-________-____________ PREVIOUS NAME: _________________________

ADDRESS:________________________________________CITY:______________________STATE:______________

ZIP CODE: _________________ PHONE #: _________________________ CELL: 

PLEASE SEND RECORDS TO:			GREEN VALLEY OB/GYN
						100 N. GREEN VALLEY PKWY, STE 345
						              67890-HENDERSON, NV 89074
						PH: (702) 260-0600 FAX: (702) 260-4444

RECORDS TO BE SENT FROM:			PLEASE PROVIDE A COMPLETE PHONE NUMBER

PHYSICIAN (FIRST AND LAST NAME): ____________________________________________________________

ADDRESS: _______________________________________________________________________________________ 

CITY/STATE/ZIP: ________________________________________________________________________________ 

PHONE #: _______________________________________ FAX #: _________________________________________

REQUESTING THE FOLLOWING RECORD(S):

_____ ALL RECORDS
_____ LAB RECORDS (Including records related to HIV, Alcohol and/or drug treatment)
_____ PROGRESS NOTES
_____ OPERATIVE REPORTS
_____ OTHER: ____________________________________________________________________________________



I AUTHORIZE THE ABOVE PROVIDER TO RELEASE MEDICAL INFORMATION TO GREEN VALLEY OB/GYN.



____________________________________________________________			__________________
                                            Patient Signature 								 Date
